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Background: The world is facing increasing pressure with the continuous growth of the older population.
Older patients are usually discharged with complex medical problems, high stress and vulnerability, and
these factors place the elderly at risk for poor outcomes.
Purpose: The present review summarizes a method for providing appropriate and affordable health
services by nursing professionals to meet older patient's health care needs during their transitional
period which is deﬁned as a period from discharge after hospitalization for a major disorder to recovery
in a home setting.
Summary: Older patients with chronic diseases need seamless health care during a transitional period-a
highly stressful and vulnerable period for them. Nurse professionals can conduct decent discharge
planning to assist older patients with transitional problems through continuous healthcare. This review
summarized the need of continuing care for older patients during the transitional period, the deﬁnition
of discharge planning, the conceptual framework of discharge planning, and the professionals involved in
discharge planning. It also highlights the problems of discharge planning and follow up intervention
implementation in the mainland of China.
Clinical implications: Inadequate discharge planning and follow-up were leading factors associated with
the readmission of discharged older patients. Further nursing-led discharge planning should be rein-
forced in China.
© 2015 The Authors. Production and hosting by Elsevier B.V on behalf of Shanxi Medical Periodical Press.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
nc-nd/4.0/).1. World facing aging problem
Aging affects quality of life, clinical medicine, society, economics
and ethics1 and is the premier health service global issue. The In-
ternational Council of Nurses on Healthy Aging2 stated that the
number of older people in developed and developing countries had
noticeably increased during the twentieth century and continued
to increase in the twenty ﬁrst century. Nearly one million people
cross the 60-year threshold each month. These people are from
developed countries, such as the United States, where the number
of older people has been increasing so rapidly that by the year 2013,
44.7 million people will be aged 65 and older, and by 2023, this
number is expected to reach 61.4 million, representing approxi-
mately 18% of the total U.S.population.3 The report stated that the
worldwide aging population was accelerating from nearly 500).
al Periodical Press.
ng by Elsevier B.V on behalf of Sha
d/4.0/).million people over the age of 65 in 2008 to an estimated 2 billion
in 2050.4
In the mainland of China, the percent of people aged 60 and
above is 13.26%; therefore, China has the largest population of
elderly.5 The population survey in 2010 in China showed that the
proportion of people aged 65 and above has increased 1.9% since
the year 2000. According to a national consensus report, there were
132 million people over the age of 65-approximately 9.7% of the
total population in 2013.6 These statistics indicate that China's
population is aging rapidly, and China is becoming an old society.7
By the year 2050, it is expected that 1/3 of the total population of
China (i.e., 430 million people) will be aged 60 and above.8 In
addition to this increasing number of older people in society, the
number of older, frail people is also increasing. It is predicted that
the “empty nest” of the older family will be approximately 90% by
the year 2030 in the mainland of China.9 This rapid demographic
change in aging will dramatically increase the demands on Chinese
health care system and accordingly impact the nursing in-
terventions required for the elderly in hospitals and communities.nxi Medical Periodical Press. This is an open access article under the CC BY-NC-ND
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increasing pressure with the continuous growth of the older pop-
ulation. Approximately seventy percent of the elderly have chronic
disease or disability.10e12 The most common chronic diseases
afﬂicting the elderly are adult onset diabetes, arthritis, kidney and
bladder problems, dementia, Parkinson's disease, glaucoma, lung
disease, cataracts, osteoporosis, enlarged prostate, Alzheimer's
disease, macular degeneration, depression, and cardiovascular
disease.13
Older patients over 65 years accounted for 31 percent of acute
care hospital admissions in the United States and 45 percent of
hospital expenditures for adults.14 Facing an aging situation, there
are concerns in society regarding the cost and quality of care.15,16
Increased attention, to reduce healthcare costs and achieve high
quality patient care outcomes, has focused on how patient care is
planned and implemented.17 The affordability of health service for
the elderly is also a key concern in China. The health service system
in China is facing challenges to provide a cost-effective health
service especially for the elderly.
2. Continuing care to meet older patients' needs during their
transitional period
Older patients are usually discharged with complex medical
problems, high stress and vulnerability, and these factors place the
elderly at risk for poor outcomes.18,19 Therefore, as the frailest pa-
tients, the elderly's' needs for nursing and medical care are often
complex.20 Furthermore, older patients with chronic diseases need
seamless health care during transitional periods-a highly stressful
and vulnerable period. Transitional care, such as a discharge plan-
ning program, facilitates the care process from hospital to home.
Nurses can assist patients with transitions throughout the health-
care continuum.
Health care providers have been concerned with the mainte-
nance and improvement of the quality of care for hospitalized pa-
tients and are learning to develop tools to evaluate the quality and
appropriateness of care rendered to patients at their institutions.
Quality assurance involves monitoring and evaluating the quality
and appropriateness of care. The process21 focuses on the outcomes
of patient care; employs monitoring and evaluation methods to
determine quality and appropriateness of patient planning and
care; investigates the structure, process, and outcome components
of the care provided; seeks to identify deﬁciencies in care provided
and plans interventions to improve care; focuses on identifying
appropriate or inappropriate patterns of care within and across
hospitals but also conducts individual case reviews as necessary;
and identiﬁes ways health care providers can improve their de-
livery of care.
Older patients cannot often manage their health care needs,
especially during their transitional period. Many no longer have
family members who can assist with their needs or speak on their
behalf. Nurses are expected to take management responsibility for
their patient's health care needs. Continuing care is seen by many
nurses as requiring skilled nursing input and is described by some
nursing commentators to be wholly/uniquely the domain of
nursing.22 Continuity of care for older patients is recognized as
essential for a positive outcome in these patients. Discharge plan-
ning for continuing care between hospital and community services
provides care as well as cost effectiveness for older patients.
Therefore, effective discharge planning is essential to ensure con-
tinuity of care.23
Continuing health care is a coordinated delivery of ongoing
health care services over time and across various settings and
providers.24 Older patients with chronic diseases are highly
stressed and vulnerable immediately following their discharge.Medical patients are at serious risk of discontinuity of care in the
transfer from hospital to community.25e29 Older patients,
compared with other patients, are particularly concerned about
their ability to manage their illness after discharge, and they want
more information related to medications, pain management, daily
activities, and diet.30 Reed et al31 investigated patient (65 and
older) characteristics and risk factors at discharge associated with
unplanned readmission within 14 days of hospital discharge. They
identiﬁed that the risk factors included patient admission to two or
more hospitals in the previous year, any medication dosage change
in the 48 h prior to discharge, and a visiting nurse referral for
follow-up. The protective factor, discharge from the geriatric eval-
uation unit, was also conducted.
Thompson et al32 interviewed twenty patients and their part-
ners one month after a heart attack and concluded that services
spanning the immediate post-discharge to early convalescence
phase are rarely available. There was a lack of continuity and co-
ordination between hospital and community services. However,
this period is the time that the older patients are particularly
vulnerable and likely to need support. The transition from hospital
to home is characterized by uncertainty, difﬁculties with coping
and distress.333. A discharge planning program is needed in transitional
periods
An exploratory descriptive study of ten female patients with
myocardial infarction by Jackson and her colleagues34 revealed that
recovery was experienced as a complex process, the immediate
post-discharge period being initially characterized by internal
disorder, fear and uncertainty. A lack of reliable information was
revealed throughout the study period, although by the end of the
third week following discharge, some of the women had started to
actively seek information from various sources.
Wong et al35 demonstrated that patients who were readmitted
to a hospital usually had unmet needs and developed complications
from existing problems or they had inadequate rehabilitation.
Therefore, it was evident that there was a great need for follow-up
care after discharge. It was suggested that patients receiving simple
advice from a health professional would return to former activities
fairly quickly.36 To meet older patients' needs during their transi-
tional period, discharge planning implementation would bring
these patients the beneﬁt of collaborative quality improvement
across the healthcare continuum.37 Studies have demonstrated
positive outcomes for hospitalized elders through continuing care,
whereas a lack of continuous care contributes to poor outcomes. A
discharge planning program (including home follow-up) has been
demonstrated as a clinical pathway for effective continuing
care.38e404. Discharge planning
Adequate discharge planning is essential to ensure continuity of
care.37 Being involved in discharge planning will help ensure that
patients receive the most appropriate level of care; have a planned
post hospitalization program to meet continuing care needs;
remain in the hospital for the shortest length of time; receive the
highest level of quality care; and are not hospitalized
unnecessarily.21
Discharge planning assists patients in connecting with care-
givers and primary care providers about how best to manage their
chronic needs after leaving the hospital.41 Discharge planning was
deﬁned by McKeehan42 as a process of activities that facilitate the
transition of a client from one environment to another, with the
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clients' homes, or family members' homes.
Discharge planning for the elderly was originally developed by
staff at the Education Development Center, Inc. and the Beth Israel
Hospital in Boston, Massachusetts, as a continuing education cur-
riculum for nurses in New England hospitals.
The Education Development Center and the Beth Israel Hospital
were contracted to develop a discharge-planning program for the
elderly and an intensive continuing education program for acute
care or bedside nursing. The educational program was designed to
address the impact of the Prospective Payment System and it is
associated with diagnostic-related groups on the nature of hospital
stays for older individuals and to help nurses meet the new chal-
lenges associated with this policy change. Speciﬁcally, it aimed to
improve the quality of services delivered to the increasing number
of frail elderly being discharged sicker and quicker from acute care
settings. The reason behind this focus on nurses was the growing
realization that clinical nurses who provide direct care are in an
ideal situation to assess older patients' needs and develop
continuing care plans that ease their transition from the hospital to
home and community.43
The Omnibus Budget Reconciliation Act44 mandates that hos-
pitals have a discharge-planning program. The Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), the American
Hospital Association (AHA), and the American Nurses Association
(ANA) have identiﬁed speciﬁc requirements for discharge plan-
ning.45 The JCAHO guidelines mandate early identiﬁcation of pa-
tients in need of discharge planning and assessment of available
and appropriate resources to meet patient post discharge needs.
Speciﬁc to nurses, the JCAHO guidelines state that patients needing
post-hospital care must receive individualized instruction and
counseling from the nurse. Additionally, all discharge planning
activities and instructions, as well as nursing documentation of
patient status at discharge, are to be included in the patient record.
The American Hospital Association46 published guidelines for
discharge planning. These guidelines list essential elements for
discharge planning: early identiﬁcation of patients who are likely to
require post-hospital care, patient and family education, assess-
ment and counseling, discharge plan development, coordination
and implementation, and follow-up after discharge.
According to The Standards of Clinical Nursing Practice of the
American Nurses Association,47 the nurse's responsibilities are to
ensure continuity of care, identify expected outcomes, develop a
plan of care, and make referrals.
5. Discharge planning framework
The nursing process provides a helpful framework48 for devel-
oping and implementing effective discharge plans. Discharge
planning according to Zarle's model is a multidisciplinary process
(assessment, plan, implementation, and evaluation) in that it in-
volves the cooperation and coordination of several teams of people
(primary team, resource team, and community team) inside and
outside the hospital.
The primary team is a multidisciplinary, interactive group of
health care providers charged with the following responsibilities:
to assess the patient for continuing care needs; to develop a plan of
care that can enable the patient to move toward an optimal level of
functioning; and to implement the plan of care.
The resource team is a group of people within the acute care
setting who are available to the primary team as consultants for the
patient's health care needs. These persons, trained in special health
care ﬁelds, are used as resources and educators to the primary
team. They assist in the implementation process as their expertise
dictates.The community team consists of people from various commu-
nity agencies and programs who are able to assist in the discharge
planning process. The community team professionals continue the
plan of care that has been developed and performed in the acute
care setting.
Assessment involves collecting, validating, analyzing, and
interpreting information about patients and their discharge envi-
ronment. Beginning at admission, nurses should obtain informa-
tion from patients, other professionals, and families. Rankin and
Stallings49 stated that discharge planning and patient education are
intertwined for many patients. The successful discharge plan for
patient education must include teaching about physical care and
how it can be performed at home. Patient understanding of their
illness and treatment must be evaluated in the nurses' assessment
and counseling. Nursing assessment and counseling should help
patients make behavioral changes and manage their continuing
care. Some nurses construct their own assessment tools, whichmay
better meet individual situations. The instruments should help the
nurse focus on the total person and direct the nurse in collecting
data in speciﬁc areas relevant to what the patient must learn.
Planning involves the patient and the family in addressing their
individual needs and desires for a continuing care plan. Using data
gathered in the assessment, health care providers try to match
patients with available resources based on patient eligibility and
need.
Implementation involves arranging for services at home and
acquiring the necessary equipment and supplies. It also may
involve transferring the patient to another site such as a long-term
care or rehabilitation facility. It is particularly important for pro-
viders in the acute care setting to communicate patient needs to
those responsible for post-hospital care.
Evaluation involves determining whether the patient's
continuing care needs are being met. Evaluation often involves
follow-up procedures to determine from patients, families, com-
munity agencies, and referral facilities whether the care and the
services provided to the patient are satisfactory and delivered in a
timely fashion. Evaluating the appropriateness of a continuing care
plan can help ensure the effectiveness of the future planning pro-
cess for other patients who have similar needs.
Swanson50 highlighted that the elderly should receive
discharge-planning services from personnel who understand the
need for efﬁcient care procedures. Regardless of the procedure that
is used from among the diverse models for wellness and health
promotion programs available for the elderly, the following stra-
tegies merit consideration in planning and organizing programs
and/or centers:
Identify services to be delivered. The center must be able to say
what it can and cannot do.
Present services on a level acceptable and affordable to the
target population.
Know and understand the target population's demographics,
health beliefs and values, and communication abilities. Pay
particular attention to the ethnic diversity of older adults.51
Ensure the accessibility of the program. The target population
should be able to reach the center and should be able tomove about
the center.
Involve users of the program in center activities, such as
determining calendars for health promotion programs and
concomitant screenings, evaluating services, and making sugges-
tions for new services.
Make using the center enjoyable and social.
Provide users of the program with information about commu-
nity resources not offered at the center.
Avoid taking an illness-ﬁrst approach to wellness care. Focus on
healthy life-style practices rather than on illness care.
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criteria for services are relevant; if goals have or have not been
attained and if not why not; whether clients' requirements are
satisﬁed; if demographics and needs of clients are changing and
why; if clients are indeed practicing positive life-style habits and if
these practices are making a difference; and are the services cost-
effective.
Ensure that all care deliverers maintain their expertise and
enthusiasm.
An evaluation of outcomes should include the three areas of
access, quality, and cost-effectiveness of care.52,53 Assessment of
the extent towhich patients are informed about available resources
to meet their needs, offered choice in providers and settings for
service delivery, and understand the ﬁnancial implications of these
choices should be completed.54,55 Patient and caregiver satisfaction
with services and suggestions for improvement should be elicited.
Assessment of the progress made by patients and outcomes should
be conducted.56,57
6. Evaluating discharge planning
Two models commonly used in evaluating discharge planning
are the American Nurses Association's (ANA) and the Joint Com-
missions on Accreditation of Hospitals' (JCAH) models.
The ANA ﬁve step model (1975)58 uses the following steps: (1)
Design the study; (2) Establish the criteria; (3) Gather the data; (4)
Interpret the data; and (5) Take action.
The JCAH follows these steps (1987)59: (1) Assign responsibility;
(2) Delineate the scope for care; (3) Identify important aspects of
care; (4) Identify indicators related to these aspects of care; (5)
Establish thresholds for evaluation related to the indicators; (6)
Collect and organize data; (7) Evaluate care needs if thresholds are
reached; (8) Take actions to improve care; (9) Assess the effec-
tiveness of the actions and document improvement; and (10)
Communicate relevant information to the organization-wide
quality assurance programs.
7. Professionals in discharge planning
The collaborative discharge planning session is a major
component of the discharge planning process.60 Organizational,
clinical, and operational processes may ensure the excellent
discharge planning from admission through follow-up in the
community and avoid episodes of dissatisfactory care.61 Poor
interdisciplinary collaboration can impede discharge planning
communication.62
The responsibility for properly assessing and preparing patients'
post hospital needs falls on the entire health care team. Discharge
planning involves the patient, the family, and relevant care pro-
viders in the planning phase and emphasizes collaboration and
coordination.63,64 Each member of the multidisciplinary team uses
unique expertise to ultimately beneﬁt the patient.
Hospital nurse: Collaborating with other health team members,
hospital staff nurses contribute signiﬁcantly to the development of
the discharge plan within a compressed time frame. The patient's
primary nurse plays an essential role in teaching basic nursing care
skills to the patient and the family, ensuring that other members of
the discharge team are aware of the unique needs of the individual
and devising nursing care plans with alternate site or home health
agency personnel. Depending on the facility, the continuing care
nurse may assume the role of discharge coordinator and work
closely with the social services to ensure that all aspects of the
discharge process progress smoothly.65
Community health nurse: The community health-care nurse
acts as the patient advocate and liaison to provide continuity of carein the patient's home. He or she is also a planner, facilitator,
implementer, evaluator, and personal counselor for the patient and
a support person for the family. The community health nurse may
come to the hospital for discharge planning conferences before the
patient's discharge, make home assessments, and serve as the
hospital (medical) link to the family. He or she may work directly
with the hospital nurse or discharge planning coordinator.66
Patient and family: Themost essential members of the discharge
team are the patient and the patient's family. Particularly for
discharge to home, all decisions regarding care should be made in
conjunction with the patient and family and should be agreed by
the patient or, if that is impossible, by the patient's family.67
Discharge coordinator: One teammember should be designated
as the coordinator who will serve as a liaison among the multiple
disciplines involved. The coordinator is most often a nurse (nurse
specialist), RCP, or hospital discharge planner. The coordinator is
the most appropriate person to explicitly deﬁne the roles and re-
sponsibilities of each member of a home care team, including the
patient and family. The coordinator is a program planner, imple-
menter, facilitator, and evaluator of discharge planning. The coor-
dinator also needs to be an advocate, crusader, mediator, and
counselor. Currently, social workers and nursesmost often hold this
position.
Physician: The physician's instructions and medical directions
are the essential ingredients in discharge planning. The physician's
role is twofold: informing the patient of the diagnosis and possible
risks in treatment and predicting outcomes and expected changes
in lifestyle.
Social worker: The social worker assists with the social,
emotional, and economic problems related to illness or injury;
concentrates on the entire person; and is a facilitator and counselor
in using community resources.
Dietician or nutritionist: They are assessors, teachers, coun-
selors, and interpreters. They are often researchers and are always
important team members. Nutritional counseling is a priority for
older clients in any setting.
Physical, occupational, and respiratory therapists: The thera-
pists will collect and disseminate information to and from the
physician and other members of the discharge planning team that
is pertinent to a realistic program and plan of discharge for the
patient and for post-hospital rehabilitative follow-up care.
Durable medical equipment provider (DME): If patients are
discharged to long-term care, including the home, the equipment
and equipment maintenance required for the continuation of
ventilator assistance is provided by a DME company.
Among the professionals involved in a discharge planning pro-
gram, the professional nurse is the key person for discharge plan-
ning. Nurses who serve a role in discharge planning are usually
head nurses or team leaders on the unit. Because nurses have more
direct contact with the patients than other teammembers, they are
in a key position for obtaining input from the patient and staff for
the discharge planning conference.68
The nurse, as a direct caregiver, who is regularly available and
familiar with the patient's continuing care needs, is uniquely
qualiﬁed to inﬂuence the discharge planning process, patient out-
comes, and healthcare costs.68,69
The RN is essential to the discharge planning process as he or
she ensures that the patients' discharge plans are adequate to meet
the needs of each patient and is in the best position to identify
those patients with complex discharge needs. Nurses must be
knowledgeable and conﬁdent in their speciﬁc roles and re-
sponsibilities in the discharge planning process, understand
Medicare and Medicaid entitlements and be aware of available
community resources. Assessment by the RN of the patient's
mental and emotional status, functional abilities and disabilities,
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specialist nurses are more knowledgeable, more proﬁcient in self-
care and more satisﬁed with the care they receive.71 Additionally,
Anthony and Hudson-Barr72 found that experienced nurses are
more effective than novice nurses as coordinators of the discharge
plan. Nurses need to ensure that patients receive adequate and
appropriate care while in the hospital; prevent unnecessary read-
missions and ensure patients leave the hospital with adequate
follow-up care.
The patient's assessment before discharge and the follow-up
program are identiﬁed as the two characteristics necessary in a
formally structured discharge planning program for effective care
of older patients.73
The prevention of avoidable poor discharge outcomes should be
a major focus of discharge planning for hospitalized elders.74 Ac-
curate patient assessment combined with prevention, manage-
ment, and treatment of particular conditions can improve geriatric
post-discharge outcomes. An effective way to determine patient
post discharge needs and avoid poor patient outcomes is to conduct
a thorough patient assessment.
The reviewed components of patient assessment related to
discharge process include physical health (i.e., medication, nutri-
tional information), psychological health (mental/emotional sta-
tus), social health (i.e., family relationship), functional health (i.e.,
activity daily life), environmental health (i.e., home environment),
and the patient's perceived post-discharge needs.21
Four main predictors of post discharge outcomes of hospitalized
elders can be identiﬁed through patient assessment:
The patients' perceptions of their own general health. Patients
who believe their health is good or excellent have a much better
chance of regaining health after hospitalization even with a high
degree of disability present.75
The complexity of medical conditions. Examples of variables
affecting post-discharge outcome include severity of illness, pres-
ence of multiple other chronic conditions, discharge diagnosis, and
medication regimen.76
Patients' inability to maintain responsibility for their own
health. Patients with mental status deﬁcits, functional deﬁcits, a
history of repeated hospitalizations during the previous 12months,
and the repeated use of community agencies for health and social
services prior to admission are more likely to experience poor post
discharge outcomes.77e81
The presence of family or social networks capable of providing
needed support.82,83 Patients with no informal support systems or
with care needs that surpass the capabilities of their families are at
risk for poor post discharge outcomes.
To promote continuity of care, the discharge planning process in
primary care includes identiﬁcation of short-and long-term health
goals for a client and assisting the client to develop the means of
achieving those goals. Health care activities in primary care are
primarily concerned with health promotion and primary and sec-
ondary prevention. In clients with chronic illness, health care in-
terventions would be geared toward optimizing function and
rehabilitation and preventing further complications of the illness.84
Identifying and understanding the challenges that nurses face
with discharge practices provides the basis for administrators and
managers in planning change and improving the effectiveness of
and satisfaction with discharge from hospitals.72
The discharge plan in primary care is a dynamic ongoing pro-
cess. The process should be based on the ﬁve steps described by
McKeehan42 and will culminate in any or all of the following:
prescription; health education; counseling; client self-care; pro-
vider follow-up; reinforcement; and referral to other health care
providers. Referral to other providers, although a necessary
component of discharge planning in primary care, often plays aminor role relative to the other interventions. It is important to
consider these differences in the structuring of a discharge plan-
ning program.
The actual discharge planning program will reﬂect the philos-
ophy, goals, and objectives of the individual clinic setting. To assure
the highest quality of health care, all discharge planning in primary
care must address the need for periodic health evaluation. It must
recognize the complexity of interventions in some positive and
some preventive activities. Discharge planning programs in pri-
mary care must also include the belief that all clients have the right
for positive and preventive services.85 Effective communication,
both verbal and written, is an important principle in discharge
planning. Because of the fragmented nature of primary care,
effective communication involves a mechanism for tracking the
client's short-and long-term progress along the health care con-
tinuum. Standardized assessment forms provide a consistent
means of obtaining baseline information and enabling a complete
understanding and tracking of the services required from the pro-
vider as well as those that must be coordinated with other pro-
viders. Use of the nursing process format or a problem-oriented
medical record format can be effective, if used appropriately, to
maintain focus on potential and actual health problems of the client
as well as to provide precise communication of the client's health
status to other providers. Health maintenance ﬂowcharts can be
used to track screening and additional preventive and positive ac-
tivities. Sometimes, the ﬂowchart can be copied and shared with
the client as a means of communicating recommended positive and
preventive activities. Clients can then show this form to other
providers to avoid duplication of services.
8. Continuing care intervention for older patients by
discharge planning and follow-up support
Older patients with chronic diseases have a considerably
increased risk of suffering further worse events. The development
of secondary prevention programs is therefore an important task.
Secondary prevention in older patients with chronic illnesses aims
to prevent further events. Studies in general practice and hospitals
show an increased potential for secondary prevention through
medical and lifestyle interventions.86 Intervention aims are focused
on helping older patients with the successful management of their
risk factors.87 Effective secondary prevention of chronic diseases is
a central target for health professionals and researchers. Re-
searchers have conducted studies to explore the scientiﬁc in-
terventions through managing lifestyle and risk factors related to
chronic diseases. Continuing care interventions for older patients
are usually initiated within one month before discharge, and the
follow-up may cover several days to several months. Interventions
include education, instruction, counseling, home visits, telephone
contact and reading materials. Intervention focuses on enhancing
changes in lifestyle behavior, decreasing readmissions and reducing
health care cost. Health professionals involved in intervention
programs may be multi-disciplined professionals or professional
nurses.
Liu et al88 conducted a comprehensive care model in hip-
fractured older persons with poor nutritional status. Patients
involved in this study were randomly assigned to 3 groups: usual
care group, interdisciplinary care group, and comprehensive care
group. The in-home program using comprehensive care model
(including depressive management, falls management, nutrition
management and 1 year in-home rehabilitation) effectively
improved and balanced patients' nutritional status. Meisinger89
established nurse based-case management and aimed to evaluate
ﬁrst unplanned readmission or death for older patients with acute
myocardial infarction (AMI) during a one-year follow-up. Therewas
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groups. The authors believed a long-term inﬂuence could be fol-
lowed in future studies.
Additionally, Saleh et al90 performed post-discharge care tran-
sition programs on older Medicare recipients. The study measured
cost-beneﬁt ratio, self-management skills and abilities of patients
through a series of intervention. This program enhanced patients'
self-management skills and abilities, as well as beneﬁted cost-
saving. Legrain et al91 performed a six-month prospective, ran-
domized, parallel-group, open-label trial on 665 very old inpatients
to determine whether a newmultimodal comprehensive discharge
planning intervention would reduce emergency re-
hospitalizations. The model targeted the risk factors of read-
mission, including comprehensive chronic medication review, ed-
ucation on self-management of disease, and detailed transition-of-
care communication with outpatient health professionals. The
result revealed the effectiveness of this new multimodal in the 3
months after discharge.
Older patients' needs during the transitional period were
frequently met by the intervention protocol, such as health teach-
ing, guidance, and counseling.92 It is important to note that older
patients who have experienced chronic illnesses are exceptionally
well motivated and eager to learn about self-care strategies. It is
important that nurses recognize this “critical moment” and provide
education, counseling, and behavioral interventions. Nurses both in
hospitals and the community should promote patients' adherence
to health recommendations. Education provision to patients should
not only help them manage the conditions better but also
contribute to a successful transition.93
Most older patients with chronic diseases are monitored in
primary care. Home visits by the nurses can provide a valuable
professional bridge for patients during this vulnerable period be-
tween hospital diagnosis and the start of the outpatient phase of
the program. Nurses were also able to assess the potential for
lifestyle change by the household, and the entire family was
encouraged to participate.94
Austin et al95 explored a program of cardiologist and specialist
nurse led cardiac rehabilitation which consisted of education, ex-
ercise, lifestyle modiﬁcation, and requires further evaluation in
heart failure management for elder patients with heart failure. This
program intended to intertwine lifestyle, exercise prescription,
education, occupational therapy and psychosocial counseling. This
study identiﬁed that after rehabilitation intervention for elders,
patients had few admissions and spent fewer days in hospital.
Martens and Mellor96 found patients with heart failure, who
received home care nursing services following hospital discharge,
had signiﬁcantly fewer readmissions within 90 days of their hos-
pital discharge.9. Older patients discharge planning and follow-up during
the transitional period in China
The effectiveness of the implementation of discharge planning
and follow-up on older patients is obvious. Patient outcomes, pa-
tient costs, satisfaction, and the rate of readmission could all
improve with effective discharge planning.97 It may be cost-
effective for China to address the pressure from the growing
number of older patients, despite an inadequate health budget.
Many older patients cannot afford the large cost of health. The
health service system is expected to minimize costs and maximize
proﬁts in providing cost-effective health services.
The intervention of a discharge planning program would be
expected to improve geriatric patient health outcomes, help
improve patient activity and well-being, and reduce health carecosts. It compares well with the present hospital and home care
arrangements for older Chinese with chronic diseases.
Older patients prematurely discharged in a weakened state
were found to have serious complications, which indicated that
they did not tend to regain their previous functional levels and have
to be readmitted.98
Although there have been many health-related promotion
programs applied to older patients, patients were dissatisﬁed in
previous surveys that investigated how patients maintained their
recommended health regime. An investigation of 83 cases (mean
age ¼ 75 years)admitted for chronic heart failure (CHD) showed
that 55% patients were readmitted after 3e6 months post-
discharge in the mainland of China.99 The risk factors of read-
mission included economic problems, adherence to medication,
diet habit (high-sodium diet), and patient's cardiac function before
readmission, and exercise training. Additionally, the results
revealed that 19.3% patients showed low medication adherence,
39.8% patients showed low diet adherence, and 51.8% patients
showed low physical exercise adherence.
There was also concern about the nurses ‘performance in
educating the patient. Diao et al100 found that among the 111
admitted CHD patients, only 11 patients received the CHD related
knowledge from nursing professionals. More than half received the
related knowledge from books, media, and their doctor.
Despite evidence that modifying one's lifestyle is beneﬁcial,
eliminating unhealthy practices is difﬁcult. Education provides only
the initial step in this process. Successful chronic disease risk-
reduction programs are characterized by ongoing counseling,
support, evaluation, and reinforcement.101
A cost-effective continuing nursing intervention strategy needs
to be developed and provided for geriatric patients during their
transitional periods in China. It is important to evaluate the pos-
sibility of discharge planning to meet continuous care needs in
alternative, less costly levels of care.
Despite the strong scientiﬁc evidence supporting the effective-
ness of these risk reduction interventions, their application is
inconsistent across medical care settings and patient groups. Data
indicated that fewer than 50% of patients had their risk factors
assessed, treated, or controlled.102 Reports indicated that many
older patients did not receive appropriate dietary or drug therapy
and follow-up by their primary care physicians.103e106
Most primary care physicians do not have the time or resources
to focus adequate attention on comprehensive risk reduction in-
terventions, and formal cardiac rehabilitation programs experience
low participation rates, despite documented beneﬁts.
Non-adherence to lifestyle modiﬁcations and to pharmacolog-
ical therapy contributes to inadequate risk factor control.107 Bar-
riers to mediations and diet therapy are associated with non
adherence.108,109 It is important for community pharmacists to
identify, resolve and prevent drug-related problems because poor
adherence to medication also leads to increased readmissions,
morbidity and mortality.110 More than 50% of the prescriptions
written annually for treatment of various conditions are taken
incorrectly by patients.111 An estimated 55%e70% of older patients
from an internal medicine ward discontinue their medications
within 15e30 days and 3 months after discharge.103 Among those
who continue with long-term therapy, a substantial number of
people frequently miss doses. The reasons most often cited for non-
adherence are complexity of medical therapy, inconvenience,
duration of the treatment, side effects, cost of treatment, and skills
needed for implementation of the treatment.111,112 A LIMM (Lund
IntegratedMedicines Management) model was used to successfully
reduce medicine related admissions among older patients.113
Nurses are seen as the center of discharge planning. However,
the majority of nurses were confused about how discharge
S.-Y. Wang et al. / Chinese Nursing Research 1 (2014) 5e13 11planning was accomplished in their hospitals. Some nurses did not
even know the signiﬁcance of discharge education for patients.114
Newens et al115 interviewed 202 male patients following an
uncomplicated ﬁrst MI. Although almost all patients (97%) reported
that they had received some form of written information about
their heart attack prior to discharge, most patients (77%) received
information from nurses. However, the quality of information var-
ied considerably. Nurses or other hospital staff did not routinely
discuss issues with patients either formally or opportunistically. It
revealed that patients may lack discharge planning. Ways in which
nurses can be encouraged to provide health education generally
and ways in which patients are provided health education and
rehabilitation are needed for further evaluation. Several programs
have attempted to strengthen the continuing education and
nursing for older patients with chronic disease after discharge.
Therefore, there is a critical need to develop and implement
innovative approaches that provide older patients with effective
risk reduction interventions that are accessible and affordable.116
10. Clinical implications
Studies have shown the beneﬁts of discharge planning and
follow-up intervention with older patients. Inadequate discharge
planning and follow-up were leading factors associated with the
readmission of older patients after discharge. Older patients after
discharge from hospitals should receive seamless health services
within the community. Health services should be cost-effective.
Nursing intervention strategies targeting the patient, the pro-
vider, and the health care delivery system should try to improve
compliance with this recommendation. However, the results of
studies are unsatisfactory in demonstrating the effect of discharge
planning intervention. Therefore, further follow-up nursing-led
discharge planning should be reinforced, especially in themainland
of China.
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